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My object in reading this paper to you this evening is to
place on record a case of peritonitis which must be unusual,
as I have not been able to find an account of a.ny similar
case. The details are briefly as follow:-

P. D., draper's assistant, aged seventeen; was admitted to the
Mater Misericordire Hospital on September 15, 1903, suffering
from intense pain in the abdomen, which had come on about four
hours before admission. Family history was stated to be good.
He himself had been quite healthy till about five months
previously, when he began to suffer from pain chiefly located
about the epigastric region. This pain was felt, as a rule, after
taking food, though sometimes it would come on some time before
food had been taken. It was usually accompanied by headache
and sometimes by vomiting. For about a fortnight before
admission to hospital the pain had been more severe. On the
morning of the day of admission, about eight o'clock, he was
suddenly seized with a violent pain in the epigastrium which
made him feel faint and sick. Notwithstanding this, he took his
breakfast, but vomited immediately afterwards. The pain now
became much more severe, and he was brought to hospital, where
he arrived about twelve o'clock.

I saw him soon after his admission and found him writhing
with pain, his face drawn and anxious, his pulse small and rapid.
From time to time he would cry out from the intensity of his
sderiug. His temperature was about 100.5°, his pulse-rate 100.
His abdomen was retracted, extremely rigid, and tender on
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pressure. These signs, together with the previous history of
five months of pain, chiefly felt after food and accompanied by
'vomiting, and the sudden onset of the present attack, led me to
.diagnose the presence of a gastric ulcer which had perforated
-that morning. In this belief I advised an operation, which was
readily assented to by the patient, who was willing to undergo
.anything which promised him relief from his agony.

He was rapidlyprepare.d, and about one o'clock, or about
five hours after the occurrence of the severe pain, I opened his
abdomen by an incision about five inches long, terminating below
at the level of the umbilicus. Somewhat to my surprise I found
no extravasation about the stomach. Thinking that there might
be a perforation on the posterior aspect into the lesser peritoneal
sac, I made a slit in the gastrocolic omentum and examined that
cavity, but here also the peritoneum was normal in appearance
and extravasation absent. I had now to reconsider nly diagnosis,
and the next most probable region of origin of a sudden abdominal
crisis which occurred to me was the vermiform appendix. With
very little trouble I brought into view an elongated appendix
containing three frecal concretions, but quite free from evidences
of inflammatory trouble. Before dropping back the appendix
I was able, by stroking it, to cause the concretions to move into
the creCUID. On letting the appendix go I turned over a loop of
the ileum which had escaped from the abdomen in my search for
the ceecum, and here, at length, I found the cause of disturbance.
At the root of the portion of the mesentery corresponding to this
loop was a ragged hole from which pus was issuing, and around
this the peritoneum was in a state of marked inflammation. The
transverse colon in the neighbourhood had attached to it by a
narrow pedicle a small mass of inflammatory tissue, which I
imagined was an inflamed appendix epiploica. This, I have no
.doubt, was adherent to the region whence now the pus was
issuing, and it was the tearing away of this which had led to the
leakage of pus and the train of symptoms I have described above.
The pus was of a curdy nature, showing caseous particles in it,
and further examination showed it was issuing from a mesenteric
gland. Altogether there had been but a small amount of extra..
vaaation, and the area of peritonitis was very much smaller than
the .violence of the pain had led me to expect. . The whole had
heen included in a circle of four inches radius. I proceeded to
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enlarge the aperture into the interior of the gland, and then
introducing a sharp spoon, I cleared out its contents completely.
In addition to the puriform fluid there was a quantity of caseous
material which was in part calcified. When the scraping out
had been fully done, I dried up the peritoneal area around, cut
off the pedunculated mass attached to the colon, and swabbed
the area around freely with normal saline solution. As the
extravasation was localised, no general flushing was attempted.
I now packed some iodoform gauze into the cavity left by the
clearing out of the gland contents, and brought the end of the
gauze out through the lower angle of the wound. ~ile doing
this I could feel other glands, which were enlarged, but did not
consider it a favourable time to deal with them, The abdomen
was closed up with through and through sutures except where the
gauze protruded. The after history of the case was uneventful.
The temperature on the two nights following the operation
reached 99.2°, but never afterwards rose above normal. The
gauze drain was not disturbed for seven days, when it was rotated
in- the wound and withdrawn for about an inch. This process
was subsequently repeated daily till it was completely withdrawn
about five days later.

The patient made a rapid convalescence, and is now, I am
glad to say, quite well.

I have very little further to add to the above short account.
The primary trouble in this case was from the partly caseous
and partly calcified condition of the gland-obviously
tubercular. This, I believe, had some secondary infection
engrafted on it leading to the formation of pus. Of this,
however, I am not sure, as I had no culture made from
the peritoneal exudate, but it seems to me somewhat im
probable that tubercular infection alone would have given
rise to such a marked inflammatory reaction as was present
in" the neighbouring peritoneum. The chief points of
interest to me were-first, the remarkable resemblance of
the previous history and the mode of onset and symptoms to
tho8~ of perforated gastric ulcer, and, secondly, the extreme
rarity of rupture of a mesenteric gland abscess as a cause
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of acute peritonifis in one in apparently fair health, as
ovideneed by the absence of records of similar cases. .The
only circumstance related to this in the literature I have
·examined is the fact, mentioned by Osler, that occasionally
in typhoid fever rupture of a mesenteric gland abscess may
he a cause of peritonitis and death.




